day in the six months before admission to hospital. At the same time she reduced her aperient tablets, and one month before admission she stopped taking them altogether. Cessation of purgatives was followed by an episode of severe constipation which required admission to her local hospital for treatment by rectal wash-out. After discharge the patient continued to take large doses of bran without laxatives until rectal impaction by huge quantities of bran resulted in symptoms of intestinal obstruction.
On admission to hospital there was pronounced abdominal distension, a palpable bladder, and an increase in bowel sounds. The perianal region was excoriated but no evidence of anal fissure was seen. Catheterisation of the bladder yielded 1 litre of urine. The rectum was full of material resembling unaltered bran. Haemoglobin, white cell count, and serum urea and electrolyte concentrations were normal. Abdominal radiographs showed an impacted rectum and the appearances of intestinal obstruction. There were dilated loops of small and large bowel and multiple fluid levels (see figure).
1~~~~~~~~~~~~~~~. L
Plain erect abdominal radiograph showing multiple fluid levels in small and large intestines.
Several manual evacuations of the rectum were performed under analgesia, and over the next two days the patient expelled enormous quantities of unaltered bran. Coinciding with relief of the intestinal obstruction, her symptoms, clinical signs, and radiological abnormalities resolved. Improvement in the perianal inflammation allowed sigmoidoscopic examination, which showed the appearances of melanosis coli. No other abnormality was found at sigmoidoscopy or by barium enema examination.
Comment
In 1970 Burkitt suggested that the high frequency of non-infective bowel disorders in Western man correlated with deficient dietary fibre and slow bowel transit times.' Low fibre intake has since been implicated in the pathogenesis of the irritable colon syndrome and diverticular disease. The low-residue Western diet has also been suggested as a factor.in the development of cholelithiasis, atheroma, and venous thrombosis.' Dietary supplementation using unprocessed bran is .therefore widely prescribed for patients suffering from the irritable colon syndrome and diverticular disease, where prospective studies suggest evidence for symptomatic relief.3 4 Bulk laxatives rarely cause intestinal obstruction in the absence of organic strictures. In this patient, however, several factors.contributed to obstruction of the large intestine even though the colon and rectum were completely normal at endoscopic and radiological examination: (a) the amount of unprocessed bran taken was 10-15 times the recom- Case report A butcher aged 19 developed diarrhoea, fever, and myalgia in October 1977, followed by effusion in the left knee and pain in hips, cervical spine, and left shoulder. Erythrocyte sedimentation rate (ESR) was 50 mm in the first hour, white cell count (WCC) 104 x l09/1 (10400/mm3), and antistreptolysin 0 titre 200 U. Conventional stool culture, virus studies, tests for hepatitis B antigen, brucella serology, Paul-Bunnell test, and latex test for rheumatoid factor were negative. He was given indomethacin but the polyarthritis persisted and there was rapid, profound weakness and wasting of the left shoulder girdle with severe local pain.
In Comment -This patient had typical Y enterocolitica infection.2 Enteritis/ abdominal pain was followed by asymmetrical polyarthritis in the legs, with arthralgias affecting hips, shoulders, and temporomandibular joints. Serology was diagnostic. Polyarthritis is 50 times more common in patients with HLA-B27.3 In two-thirds of cases the arthritis settles within three months but may become chronic, often with sacroiliitis, or recur after salmonella or shigella infection. Diagnosis depends on isolating the organism from faeces or detecting serum agglutinins. Both tests are usually positive in the first two months. In half the cases serology is negative after six months.
Our patient had not left East Anglia for over two years. Serotype 3 causes most human infection and also affects pigs, when it may be asymptomatic.4 All raw pork handled by the patient was of local origin. Y enterocolitica has not been reported in British pigs. The only neurological complication previously recorded was a case of Guillain-Barre syndrome.5 Neuralgic amyotrophy was recognised during the last war. It is of unknown aetiology but may follow dysentery or Reiter's syndrome. Severe pain in the shoulder girdle is followed by rapid wasting. Sensory loss is minimal and recovery usually good. Extensor plantars may occur.
When enteritis and abdominal pain is followed by lower-limb polyarthritis, salmonellae, shigellae, and yersiria should be sought in the acute phase by culture and serology. Underestimation of the true prevalernce is likely. Cross-absorption tests for Y enterocolitica and Brucella abortus are complicated by almost complete cross-reactivity between these organisms.
Use of an enzyme-linked immunosorbent assay (ELISA) to detect and quantify antibodies against brucella and yersinia shows antigenic differences between Br abortus and Y enterocolitica 0:9 not detected in tube-agglutination studies.' ELISA testing of serum collected in September 1977 gave IgM and IgG titres of 260 and 1400 to Y enterocolitica 0:9; 290 and 920 to Br abortus; and 150 and 1250 to Y enterocolitica 0:3 respectively. The higher IgG titre to Y enterocolitica 0:9 than Br abortus and the cross-reactivity between Y enterocolitica serotypes 0:9 and 0:3 strongly suggested infection with Y enterocolitica 0:9.
"Reactive arthritis," which signifies arthritis associated with infection elsewhere in the body, may occur after intestinal infections with salmonellae and shigellae in contrast to cases of sexually acquired reactive arthritis,2 some of which are associated with Chlamydia trachomatis in urethral smears, and a minority of which show the classical triad of Reiter's syndrome. Most patients with reactive arthritis possess HLA-B27. Y enterocolitica infection is a wellrecognised cause of reactive arthritis.3 A self-limiting polyarthritis occurs about three weeks after infection; gastroenteritis may be so mild as to escape notice. By the time the arthritis appears stool culture is usually negative and a diagnosis is made from agglutination titres. Affected joints include knees, ankles, fingers, toes, and sternoclavicular joints.
In our patient serology showed a high agglutination titre to Y enterocolitica 0:9, later becoming negative. Cross-reactivity with Y enterocolitica 0:3 was found on ELISA testing but not in ordinary agglutination. Carlsson et al,1 using hyperimmune rabbit antiserum under similar conditions, found little or no cross-reactivity between Br abortus and Y enterocolitica 0:3. Furthermore, in our patient Br abortus titres became negative in the absence of chemotherapy. We concede that the "reactive" nature of the arthritis is presumptive, since we did not obtain synovial fluid.
Between 
